Today, there is no doubt that a determined management of blood glucose control to achieve a goal of hemoglobin A 1c less than 6% is attainable.
continues today.
We definitely have the personnel, tools, and resources to achieve our goals. Once the diagnosis of diabetes is established, we must provide a diabetic meal plan to achieve or approach desirable body weight. The rule of thumb to determine ideal body weight depends on the sex, height, body frame, weight, and daily physical activity of the individual. A fivefeet-tall man should weigh 106 pounds; add six pounds for each additional inch. A five-feet-tall woman should weigh 100 pounds; add five pounds for each additional inch. Ten percent of ideal weight can be added or subtracted for a large or small body frame. Additional calories are estimated for increased exercise or physical activity at work or play. To maintain ideal body weight, prescribe 12 calories per pound. For weight reduction, prescribe 10 calories per pound of ideal body weight and for weight gain prescribe 15-20 calories per pound. A reduction of 500 calories per day (3,500 calories per week) will decrease body weight by one pound per week. Your office scale will determine the patient's adherence to your weight loss or gain prescription.
First, a copy of your, or the diabetes educator's or dietician's, diabetic meal plan must be explained to the patient and family member or significant other. The importance of body weight, body mass index, and waist circumference needs to be emphasized to the patient (see Table 1 ).
The second step is an exercise program to help with weight reduction or weight maintenance. Additional benefits include lower blood glucose and triglycerides, improved endothelial function, and decreased inflammation and blood viscosity. A major advantage of exercise is an improved sense of wellbeing and confidence and can include walking, bike riding, swimming, running, or an exercise of the patient's choice. It is best to exercise at the same time daily, at least five times per week.
The third step is self-monitoring of blood glucose. Current meters measure whole blood and convert the value to plasma glucose. In the early stages of glucose self-monitoring, the whole-blood A 1c was an average of 6% or an average of 120mg/dl. The plasma glucose value A 1c of 6% is an average of 136mg/dl. Since we strive to achieve a fasting plasma glucose of 110mg/dl, it is clear we need to set an A 1c goal of <6%. 
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The value of achieving an A 1c of <6% is not questioned today. Many functional, biochemical, and morphological changes occur in diabetes in animal models and humans. The response to blood glucose control indicates that these changes are induced by the diabetes milieu and are a direct consequence of insulin deficiency and/or hyperglycemia. [6] [7] There is evidence presented by my colleague Dr Joseph Williamson that stimulation of the sorbitol pathway by hyperglycemia and the resultant reductive stress is a major contributor to the micro-vascular, macrovascular, and neurological complications. [8] [9] There is also evidence that the complications are related to the duration of diabetes and degree of blood glucose control. If we follow the principle of diabetes management, we can normalize blood glucose levels for prolonged periods of time because of the development of more effective treatment modalities, improved patient education programs, diabetes educators, increased physician education, and the rapidly expanding use of blood glucose monitoring.
Unfortunately, the criteria for A 1c goals for diabetes management varies from <7% to <6%. That is an approximate difference of 36mg/dl plasma glucose, which is considerable. The goal for fasting blood glucose varies from <110mg/dl to 126mg/dl depending on the differing criteria of the American Diabetes Association (ADA), the American Association of Clinical Endocrinologists (AACE), or the Endocrine Society.
There are physicians who refuse to believe that an A 1c <6% must be their goal and that they can help delay or prevent diabetic vascular and/or neurological complications. One major reason is the highly publicized University Group Diabetes Program (UGDP), in which I was a principal investigator. The study, which began in 1959, was designed to evaluate the …we must utilize the services of a diabetes educator or dietician and other healthcare professionals to aid in the care, education, and management of the diabetic patient. 
